figure 2: Readout scheme for ctm-MRA with variable resolution. To increase spatial resolution in the periphery, at the end of the FOV peripheral parts of kspace are sampled in a higher density. Patients with impaired renal function (calculated GFR < 30ml/min) were not included. All exams were performed on a 3.0T MR System (Magnetom Verio). Maximal contrast agent (CA) volume was 31.5ml (1.5ml testbolus, 15ml / MRA technique). For both techniques the same monophasic CA injection protocol was used, 15ml of standard 0.5 molar CA were injected at a flow rate of 1ml/s directly followed 25ml of saline also at 1ml/s. Spatial resolution of the ctm-MRA datasets is technically limited to a reconstructed voxel size of 1.0 x 1.0 x 1.3mm 3 for the entire FoV. Acquired voxel sizes differ throughout the FoV between 1.2 x 1.0 x 2.1mm 3 and 1.0 x 1.0 x 1.6mm 3 due to a technique called "variable resolution" helping to increase resolution in the most distal part of the FoV.
Continuous
Step-by-step MRA reached a spatial resolution between 1.4 x 1.1 x 1.2mm 3 and 0.9 x 0.9 x 0.9mm 3 in the most distal calf station [3] . First ctm-MRA datasets were read and findings thereafter correlated with the step-by-step MRA datasets. Examination times of the different techniques were recorded. Results: All datasets could be evaluated. Due to the absence of multiple localizers and subtraction masks examination time was considerably shorter when using the ctm-MRA technique. Relevant findings detected by stepby-step MRA were also detected by ctm-MRA. 25.3% of all ctm-MRA vessel segments showed no findings compared to 23.2% in the sbs-MRA datasets. 45.8% and 9.1% showed atherosclerotic changes and hemodynamically significant stenosis in the ctm MRA compared to 53.5% and 7.4% respectively. Only 4.1% of the vessel segments in ctm-MRA were not accessible due to impaired image quality compared to 2.1% in the sbs-MRA. Different results between stepby-step MRA and ctm-MRA occurred in the differentiation between no vessel-wall changes / slight atherosclerotic changes and high grade stenosis / occlusion respectively. Conclusion: MRA with continuous table movement is an easy applicable technique for imaging peripheral vessels without the need for planning different steps and FOV positioning, thus examination time can be reduced considerably. However, the reduced spatial resolution compared to standard step-by-step MRA is a drawback especially in the most distal calf vessels which leads to under-or overestimation of findings.
